An important issue in conceptualizing psychotherapy is whether the therapist's actual presence is necessary to the process. The question has both theoretical and technical implications. Theoretically it is important because in any course of therapy there is uncertainty as to just how much of the therapeutic effect is due to the relationship per se and how much to the actual content of that relationship. Desensitization therapy offers a rare opportunity to separate those components, since theoretically the process of desensitization does not require the presence of a therapist. Technically the question is important because increased efficiency is constantly being sought by all therapists, and any method which will permit a therapist to treat more patients without loss of effectiveness is highly desirable.
The question does not, of course, originate with the present authors. Melamed and Lang (1967) have built a remarkable automated desensitization device and have demonstrated its effectiveness. Rubin 1 has experimented with giving patients homework consisting of tape-recorded hierarchies, as have Migler and Wolpe (1967) . This work is in those traditions.
METHOD
The Ss for this study were obtained by an article in the daily college newspaper announcing the study and asking for students who were suffering from "sub-clinical phobias" which were denned as being severe enough to cause them discomfort but not so severe as to have caused them to seek clinical assistance. Sixteen Ss were obtained. The presenting complaints included four cases of social anxiety, two cases of fear of heights, two cases of examination 1 R. Rubin, personal communication, 1966. anxiety, two cases of fear of using public toilets, and one case each of fear of injections, fear of the dentist, fear of using the telephone, fear of public speaking, fear of the dark, and fear of eating in public. These 16 Ss were randomly divided into two groups. The experimental group (Home group) received a single interview during which a hierarchy was constructed. They were then given a do-ityourself desensitization kit to take home. Thereafter they were telephoned once a week for a progress check. They reported, over the 6 wk., a mean of 13 desensitization sessions. The control group (Lab group) received conventional desensitization therapy. Therapy proceeded for 6 wk. with a mean of twelve 30-min. sessions.
The do-it-yourself kit consists of a manual 2 and a 12-in. long-playing phonograph record. The manual is designed to enable an intelligent and motivated patient to conduct the entire course of desensitization therapy with no therapist contact at all. It describes the technique and then gives stepby-step instructions for building a hierarchy and proceeding with the desensitization. It also attempts to anticipate and deal with problems run into along the way. On one side of the phonograph record is a 20-min. course of Jacobson (1938) relaxation training, the text of which was written by Arnold Lazarus (Wolpe & Lazarus, 1966) . On the reverse side of the record is a recorded framework for a desensitization session, running 19 min. The actual hierarchy items do not appear on the record but are referred to as "the first item on your hierarchy," "the next item," etc. Thus the record is standard for all patients. Even though the kit theoretically is self-contained and there have been some pilot successes using it that way, in this study the S was assisted with the hierarchy building and was kept in weekly telephone contact.
The therapists were one of the authors and six graduate students in clinical psychology.
3 Each thera-pist was randomly assigned one S from each group, except for one therapist who treated two from each group. The therapists met weekly for group supervision.
RESULTS AND DISCUSSION The results reported here are based on telephone interviews held with the 5s 3 mo. after the completion of therapy, by which time 5s had had enough real-life experience to be able to judge the results. In this interview the therapist discussed the problem thoroughly with 5, asking about specific instances and generally trying to get a complete picture of the current status of the problem. He then rated 5s as cured, much improved, improved, no change, or worse.
One 5 dropped out before being assigned to treatment condition, and one from each group dropped out early in the experiment, leaving seven 5s in the Lab group and six in the Home group. Table 1 shows the results for these 13 5s.
Generally these results indicate that 5s in both groups did well. There was no significant difference between the groups, although the Home group actually did a bit better than the Lab group which had considerably more therapist contact. With these Ss, at least, there seemed no disadvantage in having them desensitize themselves.
There are two obvious limitations to this study. The first is that for the most part the results are dependent on patient's report; in only one or two instances was there opportunity for the therapist to observe the reported change. However, it was stressed strongly to the 5s the experimental nature of the project and the importance of negative results. The authors also feel that the detailed exploration of specific instances of success or failure permits the formation of an accurate impression of the degree of success or failure. Still, in any study which does not permit direct observation of change, the question of validity of results remains.
The second limitation is that the Home group was not run under pure do-it-yourself conditions. Except for a handful of successfully treated pilot 5s it is still not known if patients are able to build a hierarchy with no assistance and to proceed through the entire course of treatment with no support from the therapist. Nevertheless it is encouraging to know that it is possible to see an 5 once or twice, send him home with a simple, inexpensive kit, and follow him weekly by telephone. Aside from this obvious technical advantage there is a good deal of theoretical interest in this finding. A common speculation about psychotherapy is that it matters little what therapist and patient talk about as long as the relationship itself has certain qualities: warmth, positive regard, genuineness, etc. These are difficult questions to research with any psychotherapeutic method requiring the presence of the therapist, so for many years they have remained mere speculation. Wolpe's (1958) theory of the mechanisms underlying systematic desensitization leads to the clear prediction that if the relevant learning experiences can be given to the patient, the presence of the therapist is unnecessary. Thus desensitization therapy allows one to learn something about the relative importance of content and relationship in determining therapeutic success. The present results lend support to the notion that the desensitization procedure can be effective even when shorn of a large percentage of therapist contact.
Since the Home group did only nonsignificantly better than the Lab group, it is somewhat speculative to consider that in some cases the presence of the therapist may actually be detrimental to the therapeutic process, and yet the results may mean that such is the case. It seems unlikely that this would be true of a highly skilled and welltrained therapist, but it is conceivable that a less-skilled therapist could misuse his technique, get sidetracked onto irrelevant issues, etc. Also, it may be that in a treatment which provides no structure for dealing with transference and countertransference phenomena, it is better not to let them arise at all. There may also be patients who simply function better in a situation which gives them a great deal of autonomy. These issues remain to be explored.
